The purpose of this study was to evaluate and categorize current state-sponsored opioid guidelines for the practice of emergency medicine (EM).
INTRODUCTION
Opioid prescriptions and use are of major concern for both the health profession and the general public. The Centers for Disease Control and Prevention reports that 259 million prescriptions for opioid-pain medications were written in 2012, as well as 16,235 opioid-related deaths in the U.S. in 2013. 1 Headlines featuring opioids fill both general news outlets and medical literature, painting two stories that seem to be at odds with each other and placing the emergency physician (EP) in a nearly untenable position. The need to recognize and manage pain must be balanced with the knowledge that excess opioid prescriptions are leading to a near epidemic in both medication seeking and abuse. 2 This epidemic and its effect on communities across America has been receiving increased attention by the public, being highlighted by multiple media outlets and has recently become a significant topic during the current election cycle. 3 While this issue confronts all medical providers, emergency medicine (EM) practitioners are at the nexus of the growing use of prescription pain medication and the devastating consequences of opioids, with nearly 43% of emergency department (ED) visits being related to pain. 4 According to one study, there were nearly 750,000 ED visits for opioid overdose alone from 1993-2010, while another reported a 14% increase in the number of opioid prescriptions written in the ED from 1993 -2005. [5] [6] Use of guidelines has been shown to decrease use of opioid pain medication in minor and chronic complaints in
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State Emergency Department Opioid Guidelines acute care settings. 7 To help guide the difficult balancing act of adequately and compassionately treating pain while minimizing diversion/abuse of opioid prescriptions from the ED, the American College of Emergency Physicians (ACEP) has established both policy statements and clinical policies regarding the treatment of acute pain and prescribing of opioid pain medications. Other societies, such as the American Academy of Emergency Medicine (AAEM), offer guidelines to aid in the responsible prescribing of opioids for EPs. Just as the majority of state guidelines have significant overlap, we found the various society guidelines to be similar. As part of ACEP's policy statement "Ensuring Emergency Department Patient Access to Adequate and Appropriate Pain Treatment (2012)," ACEP leaves it to the individual state chapters to establish guidelines and/or protocols for the treatment of pain in the ED. 8 Establishment of these guidelines and protocols can assist EM providers in treating pain in a safe and reasonable manner.
METHODS
We conducted a directed but simple search of EM-specific opioid-prescribing guidelines and/or policies in each state to determine current state involvement in EM opioid prescribing, as well as to evaluate some of the specifics of each guideline or policy. The search was conducted using an online query and a follow-up email request to each state chapter of ACEP. To perform the online search we used the term "ED opioid guidelines" and "emergency department opioid guidelines" for each state (e.g. "Ohio ED opioid guidelines) and evaluated the links that the search returned using the Google search engine. The District of Columbia, Puerto Rico, and national Government Services were omitted from this search as we focused on state-specific guidelines. To standardize the search we limited analysis to the first four pages of results, noting that 91% of online searchers do not click past the first page of search results. 9 Within these parameters, we identified any guideline that pertained to the ED, whether produced by the state itself or a society/chapter. In addition, we directly contacted each state ACEP chapter executive director by email requesting this same information and sent a second, follow-up email two weeks later. Of the states that had both online search hits and an email response, we did not find significant conflicting information. Only results that specifically pertained to the ED, EM providers or that addressed the treatment of acute pain were considered relevant to this study. We organized all results into a spreadsheet, grouped by type of guideline.
RESULTS
We found that 17 states had ED-specific guidelines based on our online search and email inquiry. A total of 20 states responded to the email query; of those, 11 vague recommendations (KY, NC, TX, WV), and five had no recommendations (CO, MI, NE, NJ, VA). We further organized these into four categories, sorting each category by the most frequently recommended guidelines. For initial categorization, Washington State's prescribing guidelines were used as the authors were familiar with this guideline and felt it to be a good representation of a comprehensive guideline at this time. We added additional categories that were common across multiple states. The table is a summary of the overall results, displaying which guidelines were recommended by each state. In the Limiting Prescriptions for Opioids section (67 total recommendations), prescribing short-acting formulations and using only short courses were the most recommended guideline. The Preventing/ Diverting Abuse (59 total recommendations) sections had frequent recommendations for avoiding replacement of lost prescriptions, utilization of prescription-drug monitoring programs, and requirements for government-issued ID to receive an opioid prescription. Addiction-related guidelines (34 total recommendations) encouraged screening tools and avoidance of methadone distribution to patients. Finally, the Community Resources section (24 total recommendations) had suggestions for care coordination programs, educational information for patients, and maintaining a list of available clinics in the community. 
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Limiting Prescribing of Opioids
This category provided EPs with advice on limiting the number, strength and duration of action of opioids being prescribed. All states combined had 67 different guidelines referring to limiting the prescribing of opioids.
Preventing/Diverting Abuse
The second category included state attempts to limit diversion or abuse of opioids by ED patients. All states combined had 59 different guidelines referring to preventing and diverting abuse of opioids.
Addiction-Related
The third category includes various items related to known, suspected or occult misuse or addiction, including both abuse screening and management for known substance abusers. There were 34 guidelines in this category across all of the states.
Community Resources
Lastly, ED integration with existing community resources was addressed by all the states with 24 guidelines combined between them. Washington State has been a leader in establishing state guidelines on opiates, and had the most guidelines of any state, numbering 16. 10 Arizona and Oregon were next, with 14 each (Table) . Arkansas and Ohio rounded out the top five states, with 12 each.
DISCUSSION
The number of prescribed opioids and deaths related to their use has moved to the forefront of mainstream media, and found their way into both state and federal political discussions. It is important to note that while ED opioid prescribing has risen, the bulk of the opioid problem is due to long-acting or extended-release formulations used in treatment of chronic pain. 6, 11 These agents are rarely prescribed in the ED, likely because the majority of painful conditions seen in the ED are acute in nature.
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ACEP and AAEM, as well as many other organizations, have been aggressive in the formation of policy and recommendations in regard to EP opioid prescribing and have encouraged individual states to do the same. These investigators found that although several organizations have made recommendations, many states have yet to implement any guidelines. The reasons for this are unknown, nor is it known whether local state ACEP chapters helped to contribute to the overall ACEP guidelines. The authors believe that ACEP likely encouraged individual states to create their own guidelines in an effort to help solidify a universal proper approach, give ED practitioners a second resource, and to help continue to increase awareness of the opioid problem.
The idea behind the simple search parameters was that this theoretically should be something easily accessible and discoverable by practitioners who are seeking the resource. The lack of easily identifiable guidelines via online search was concerning. For a topic that is becoming as mainstream as opioid prescribing, the authors felt that if the most generic search could not find the guidelines then they would not be used in clinical practice. Review of the guidelines showed that most states were able to craft guideline language that, while discouraging prescription of opioids in the ED, maintained EP professional judgment and autonomy to best address the very real need of their patients in pain. However, a minority of states had ED-specific guidelines, and our research demonstrated that only 17 states had created such guidelines. While most states developed guidelines affecting all providers, these authors found they established relatively few guidelines that would impact EM providers in any meaningful way due to their focus on chronic pain therapy. These chronic-pain prescribing guidelines have been shown to reduce opioid prescriptions, and with proper planning and execution, acute pain guidelines may be able to accomplish the same. 13 Future research should focus on comparing states that have ED-specific opioid guidelines to those states that have broad guidelines or lack guidelines completely and how these differences possibly impact the rising opioid epidemic. We are not aware of any literature on the exact impact of awareness, prescribing method changes or adherence to guidelines in states that have only national guidelines versus those with state-specific guidelines. Further investigating the comparative impact of opioid prescribing patterns between primary care, inpatient care, and emergency care could help further define the need for ED-specific prescribing patterns.
LIMITATIONS
There are several limitations of this study. First, there could be states with guidelines that were not easily found via online search or were not provided to us upon request to the ACEP chapters. It is possible that our online search parameters were inadequate or not specific enough to discover the state guidelines. Finally, we only looked at state ACEP guidelines and did not include any states that may have opioid prescribing guidelines from other EM organizations (i.e., AAEM).
CONCLUSION
This study highlights the various ways in which states have approached opioid prescribing guidelines and categorizes their efforts to date. It is hoped that this study will provide a rational basis for similar efforts in other states or on the federal level.
